The Bolsa Família cash transfer program advocates access to health and monitoring the nutritional status of the families attended. Considering this, this study sought to estimate the nutritional status of children under five years and the Food Security level of families assisted by the cash transfer program, Bolsa Família (PBF), in three Family Health Units (FHU) in Porto Alegre, RS, Brazil and its association with socioeconomic variables. A cross-sectional study was carried out in 2012 with 101 families registered in the PBF with children under five years from three FHUs. Data collection was taken by a socioeconomic questionnaire, anthropometric assessment and application of the Brazilian Food Insecurity Scale (EBIA). Were performed descriptive analyses and chi-square tests. Food insecurity frequency was 89.1%; 4.5% and 9.1% of children had short stature and overweight/obesity, respectively. The food insecurity was associated with low maternal education. A high frequency of food insecurity was found; thus, this study has contributed to stimulating food and nutrition surveillance of this population in the FHUs studied.
INTRODUCTION
Food and Nutritional Insecurity (FNI) represents a dimension of poverty and social inequality 1 , presenting itself in the various aggravations related to poor diet (hunger and obesity, for example), and the consumption of food that is harmful to health, with inadequate prices, including when the production or distribution of food is predatory to the environment or cultural diversity 2 . These iniquities can be understood as deprivation of social right 3 and, given their multiple dimensions, discussions on the subject must address underlying factors, such as living conditions and adequate nutritional conditions 4 . Data from the National Household Sample Survey (PNAD) of 2009 show that in Brazil, the average prevalence of FNI in any degree is 28.5%, being 9.9% for moderate and severe FNI5. Regional differences are observed, with the southern region having the lowest prevalence of FNI. In relation to PNAD (2004), a decrease in the prevalence of FNI was observed throughout the country 5 . In order to combat hunger in Brazil, the Zero Hunger Strategy was created in 2003, and with it the Bolsa Família Program (PBF); a federal program characterized by the direct transfer of income to families living in poverty and extreme poverty 6 . The PBF advocates access to health under its conditionalities, including, by monitoring the nutritional status of assisted families, assessing food and nutritional security indirectly through anthropometric indicators 7 . Considering the importance of monitoring food and nutritional security through direct measures, this study aimed to estimate the nutritional status of children under five years of age and the food and nutritional security of families assisted by the PBF in three Family Health Units (FHU) in Porto Alegre, RS, Brazil, and verify its association with different socioeconomic variables.
METHODS
The present research was a cross-sectional study and had as its target population families from the Bolsa Família Program (PBF) in three Family Health Units (FHUs) in the city of Porto Alegre, Rio Grande do Sul, Brazil. The families studied were those that were listed in the Monitoring Map of the PBF from the first half of 2012, and that presented children under five years of age until the date of the interview. Families whose addresses did not belong to the area of the units were excluded. The families were located by spontaneous demand and active search, by telephone or through a home visit.
The interviews were carried out in the health units that were training scenarios for the resident nutritionists and researchers of this study. A standardized questionnaire containing the following variables was used: gender, race/color (white or non-white), age (in months), maternal schooling (in years of study), current maternal age (in years), value received by PBF (in Reals), time of receiving the benefit (in months), number of people in the home, weight (in kg), length/height (in cm), per capita income (in minimum wages), and type of dwelling (masonry and/or wood and precarious construction of wood).
The measurement of the anthropometric measurements was made based on the guidelines of the World Health Organization -WHO 8 . Balmak pediatric scales with a capacity of 25 kg and a sensitivity of 10 g were used to obtain the weight data for children less than two years old, and Welmy brand digital balances, with a capacity of 150 kg and a sensitivity of 50 g, for children older than two years and women.
The height for children under two years was measured using a VitC brand infant anthropometer, with a 105cm capacity and a sensitivity of 0.1cm, and a vertical stadiometer present with a digital scale (2m capacity and 0.5cm sensitivity) was used for children between two and five years and women. This instrument was used because it is standard in the three USFs for the uniformed performance of measuring height, besides being used in routine services.
In order to classify the nutritional status of the children, we used the anthropometric indices of height/age (H/A) and body mass index/ age (BMI/A) and calculated the Z score based on the WHO reference population 9 . For the calculation of this score, WHO Anthro 2006 9 software was used. Those children who were below or equal to -2 Z score for both indexes were considered as having a nutritional deficit, and those with a Z score greater than or equal to +2 for the BMI/A index were considered overweight/obese.
To evaluate the level of food and nutritional insecurity of the families studied, the Brazilian Food Insecurity Scale questionnaire (EBIA) 10 was used, adapted and validated for the Brazilian population. It is an instrument of direct measurement of food insecurity, being a one-dimensional scale of the perception of food insecurity by the interviewee, that captures from lighter levels, with the concern that food will be lacking, to more serious levels, with the skipping of meals by family members, including children 10 . The EBIA consists of 15 closed central questions, with yes or no answers, concerning their experience in the last three months of food insufficiency. Each affirmative answer represents 1 point, the final score of the scale being its sum, thus obtaining the levels of food insecurity: 0 points -food safety; 1 to 5 points -mild insecurity; 6 to 10 points -moderate insecurity; and 11 to 15 points -serious insecurity 10 . This score refers to families with individuals under 18 years old, the object of this study, with different scores for families without children under 18 years of age.
Data were analyzed in Stata statistical package version 12.0. Relative and absolute frequencies, averages, and standard deviation of the variables were calculated. The chisquare test was used and p-values below 0.05 were considered statistically significant.
The project was submitted to the Research Ethics Committee of the Municipal Health Department of Porto Alegre (Process No. 001.051979.11.0) and approved. Signatures of the informed consent forms were requested from the research participants.
RESULTS
Of the 484 families that were included in the Monitoring Maps of the three units, 20 did not belong to the area covered by the units and 171 had children under the age of five. Of these families, eight refused to participate in the study and 53 were not located or were not followed up, representing a loss of 35.7% and a total of 99 families were interviewed; of these, two contained more than one family nucleus. Of the 101 families studied, data were collected from 110 children under five years of age. It is noteworthy that two of the three FHUs studied did not have community health agents (CHA) on their teams, making it difficult to actively search for the families, considering that this was a study of the service.
Among the children studied, the mean age was 38.65 (±13.84) months, with a higher proportion of children in the age range between 25 and 60 months (82.7%). Regarding maternal characteristics, 93 mothers were interviewed, a number less than the number of families and children, since nine children came to the unit with grandparents and one of them with the father, who were responsible for the benefit and living in the same household and seven mothers had two children participating in the study. Among these mothers, the mean age was 29.78 (±6.69) years and the mean educational level was 7.49 (± 2.88) years of study.
The average per capita income was 161 Reals (±85.1), with 95% of families receiving up to ½ minimum wage per capita (minimum wage of 622 Reals). Regarding the benefit received by the PBF, the average values received by the families were 146 Reals (±42.70) and the average time of receiving was 35 months (±32). Table 1 presents the description of the characteristics of the study population.
Among the children studied, both height deficits and overweight/obesity were found. Table 2 presents the nutritional status of children according to the H/A and BMI/A indices. From the EBIA score, 11 (10.9%) families had food security, 48 (47.5%) had a light food insecurity, 28 (27.7%) had moderate food insecurity and 14 (13.9%) had severe food insecurity. Figure  1 shows the dimensions of food and nutritional insecurity present in the EBIA through the frequency of positive responses for each of the fifteen questions, according to the order in which they appear in the questionnaire.
The results show that the concern about a lack of food prevails and that strategies are developed to deal with the lack of food for children and the limitations of the variety of foods. It is noteworthy that four children (4.9%) spent some days without food and 14 (13.7%) had felt hungry at some point, both situations present in the most serious levels of food and nutritional insecurity. Of the socioeconomic characteristics, only maternal schooling was shown to be associated with the level of food insecurity of the families, with higher levels of food insecurity in those families with maternal schooling of up to four years of study. It can also be noticed that the frequency of severe food insecurity was higher in those families with larger numbers of individuals living in poorly built houses with lower income per capita. Table 3 presents the levels of food insecurity according to socioeconomic characteristics. When analyzing the socioeconomic characteristics of the families studied, the vulnerability of these families was evident, due to low maternal schooling and low per capita income. The low income and the high number of people living in the household (76.3% of families had more than four people) justified the high percentage of families receiving values close to the maximum distributed by the program at the time, justifying their inclusion.
The precarious living conditions of families benefiting from income transfer programs were also demonstrated by other studies. Rosa 11 , also evaluating beneficiaries of a health unit in Porto Alegre, found a frequency of 71.2% of illiterate individuals or those who had at most completed their elementary education. Oliveira et al. 12 , comparing beneficiary and non-beneficiary families enrolled in the PBF of a municipality in Zona da Mata, Minas Gerais, found an average per capita income lower than ¼ of the minimum wage in effect at the time of study (minimum wage of 380 Reals), and an average of five residents per household. Faccini et al. 13 estimated that with an increase in family income per capita of R$ 175.00 per month, moderate and severe food and nutritional insecurity would be reduced by 59.5% in the Northeast region and 45.4% in the South. This result showed the relationship between income and food and nutritional insecurity and the relevance of the Bolsa Família Program for the reduction of this condition 13 . Regarding the nutritional status of the children evaluated, the frequencies found for height deficits and overweight/obesity show that there should be a concern on the part of health professionals, not only with regard to the quantity, but also with the food quality of these families. The values of height deficit were lower than those found by the 2006 National Survey of Demography and Health (PNDS) 14 (7% for the Brazilian population and 8.5% for the South), and overweight/obesity being higher (6.6% for the Brazilian population and 8.8% for the South region, according to the weight-for-height index). In contrast, in the municipality of Viçosa (MG) in 2011, values higher than those of the present study of height and overweight were obtained in children from families who were beneficiaries of BFP, finding an association between food insecurity and short stature in children younger than two years 15 . The results of this study show that approximately 90% of the families of the PBF have food insecurity. This frequency was much higher than that found by the National Household Sample Survey -PNAD (2009) 5 for the state of Rio Grande do Sul, with a prevalence of approximately 20% of the general population with some level of food insecurity. Other studies with PBF recipients found lower prevalence of FNI, 72.8% in Viçosa (MG) 15 , and 81.6% in Colombo (PR) 16 . This data, once again, justifies the receiving of the benefit by the families, since they were in a situation of vulnerability in relation to their food and nutrition. A study carried out in Itumbiara, Goiás 17 found an association between food insecurity and receiving the Bolsa Família. The same relation was verified in a multivariate analysis carried out with PNAD data, and those who participated in income transfer programs had the highest prevalence of moderate and severe FNI (RP=1.8, 95%CI: 1.6;2.0) 18 . Social vulnerability is closely related to food insecurity, influencing families' ability to guarantee the basic conditions for their food 1 . When the frequencies of positive responses to each of the EBIA questions were analyzed, it was shown that the main concern of the families was the lack of food for the children, and about 1/4 of the families the amount of food that the child received was reduced or even none.
The level of food insecurity in the study population was associated only with maternal schooling: families whose mothers had less years of schooling also had worse levels of food insecurity. This same relationship was also found for the Brazilian population by PNAD 2009 5 , in a study with beneficiaries from two regions 13 and in the city of Viçosa (MG) 15 . Other associations were not found possibly due to the number of families interviewed. Even so, it was possible to verify an increase in food insecurity in those families with a larger number of individuals living in poorly built wood dwellings and lower per capita income, as was found by Peixoto et al. (2014) 17 , who observed association between food insecurity and these variables in a population in the coverage area of primary health care services. Analyses with data from the Northeast and South regions 13 still had a higher probability of moderate and severe FNI in female-headed households, with black and brown maternal skin color and lower per capita family income.
Although this study did not contemplate the entire universe of the beneficiary families of the PBF in the sanitary district studied, it is considered important because it presents aspects related to the nutritional and sociodemographic profile of families benefited by income transfer programs within the context of Primary Care. In addition, it promoted the involvement of a team professionals in the development of the study, being inserted within the teaching process in service of a multiprofessional residency.
Primary care health professionals face the challenge of monitoring PBF conditionalities within different contexts, developing processes that may be marked by the operationalization without understanding the FNS in its complexity 19 . In this sense, the action of surveillance with a focus on FNS contributed to the discussion of aspects other than hunger, bringing unique information about the families served in the health units, enabling the qualification and reinterpretation of previously available information. It is worth mentioning that the development of the study in the units underwent a process of qualifying standardized data acquisition, with the classification of the nutritional status of the individuals and not just collection, contributing to the longterm strengthening of food and nutritional surveillance.
In the perspective of strengthening health surveillance, a direct benefit can be assumed for the families that use the service as a result of the reorganization of work processes. The obtained data have the potential to directly impact the execution of activities in health, through intensifying the care given to the families with greater FNI and promoting specific activities according to the diagnosis.
In addition, monitoring and surveillance in FNS can contribute to overcoming the challenge of integrating activities in the area of Primary Care. The discourse and action focused on the FNS present limitations and fragmentation, as a consequence of professional development and of permanent education processes, or even by the dismembering of these actions in other domains 20 . This theme, due to its fundamentally intersectoral characteristics, must be integrated with other health and surveillance actions, in order to overcome barriers of the specific knowledge of each profession and the automation of the PBF health conditionality surveillance.
The percentage of losses and the fact that it was not a representative sample were considered limitations of the study. The beneficiaries of this program hardly access the health services -this social right is one of the justifications for the existence of conditionalities for the transfer of income for the program, as well as frequently changing addresses and telephones; making it difficult to form a link with the health unit's team.
Despite these limitations, the accomplishment of the present study was extremely important for the work of the teams of the FHUs surveyed, in the sense of making the professionals aware of the importance of a broader look at the situation of vulnerability of these families and the need for follow-up in spite of the care given only when it is necessary to fill out the follow-up maps of the PBF. This qualifies the care given to these families in order to promote the process of empowerment regarding their social rights and achieving a state of food and nutritional security.
CONCLUSION
The results found in this study show that these families are vulnerable regarding their food and nutrition, favoring the appearance of nutritional disorders ranging from hunger to cases of overweight/obesity, with frequencies above the general population. These findings reinforce the importance of consolidating food and nutritional surveillance for this population, especially in Primary Care services. A qualified health team should identify these ailments at an early stage and use strategies to prevent them and promote the health of these families. Moreover, studies that evaluate effective intervention strategies to promote healthy growth and food and nutritional security are needed to support and qualify these activities. 
MÉTODOS
A presente pesquisa trata-se de um estudo transversal e teve como população-alvo famílias beneficiárias do Programa Bolsa Família (PBF) em três Unidades de Saúde da Família (USFs) da cidade de Porto Alegre, Rio Grande do Sul, Brasil. As famílias estudadas foram as que estavam listadas no Mapa de Acompanhamento do PBF do primeiro semestre de 2012 e que apresentavam crianças menores de cinco anos até a data de realização da entrevista. Excluíram-se as famílias cujos endereços não pertenciam à área de abrangência das unidades. As famílias foram localizadas por demanda espontânea e busca ativa, por telefone ou através de visita domiciliar.
As entrevistas foram realizadas nas unidades de saúde que eram cenários de formação para as nutricionistas residentes e pesquisadoras deste estudo. Foi utilizado um questionário padronizado contendo as seguintes variáveis: sexo, raça/cor (branca ou não branca), idade (em meses), escolaridade materna (em anos de estudo), idade materna atual (em anos), valor recebido pelo PBF (em reais), tempo de recebimento do benefício (em meses), número de pessoas no domicílio, peso (em Kg), comprimento/estatura (em cm), renda per capita (em salários mínimos), e tipo de moradia (alvenaria e/ou madeira e construção precária de madeira).
A aferição das medidas antropométricas foi realizada com base nas orientações da Organização Mundial da Saúde -OMS 8 . Para a obtenção dos dados de peso foram utilizadas balanças pediátricas da marca Balmak, com capacidade para 25Kg e sensibilidade de 10g, para crianças menores de dois anos, e balanças digitais da marca Welmy, com capacidade para 150Kg e sensibilidade de 50g, para crianças maiores de dois anos e mulheres. A estatura foi medida com antropômetro infantil da marca VitC, com capacidade de 105cm e sensibilidade de 0,1cm, para menores de dois anos, e estadiômetro vertical presente na balança digital (capacidade de 2m e sensibilidade de 0,5cm) para as crianças de dois a cinco anos e as mulheres. Este instrumento foi utilizado por ser aquele constante nas três USFs para a realização padronizada da medida de altura, além de ser utilizado na rotina dos serviços.
Para a classificação do estado nutricional das crianças foram utilizados os índices antropométricos Estatura/Idade (E/I) e Índice de Massa Corporal/Idade (IMC/I), calculados em escore Z, com base na população de referência da OMS 9 . Para o cálculo deste escore foi utilizado o software WHO Anthro 2006 9 . Foram consideradas com déficit nutricional aquelas crianças que se encontraram abaixo ou igual a -2 escore Z para os dois índices, e com sobrepeso/obesidade aquelas com escore Z maior ou igual a +2 para o índice IMC/I. Para a avaliação do nível de insegurança alimentar e nutricional das famílias estudadas foi utilizado o questionário Escala Brasileira de Insegurança Alimentar (EBIA) 10 , adaptado e validado para a população brasileira. É um instrumento de medida direta da insegurança alimentar, tratando-se de uma escala unidimensional da percepção de insegurança alimentar pelo entrevistado, que capta desde níveis mais leves, com a preocupação de que a comida venha a faltar, até níveis mais graves, com a supressão de refeições pelos membros da família, inclusive das crianças 10 . A EBIA consta de 15 perguntas centrais fechadas, com respostas sim ou não, sobre a experiência nos últimos três meses de insuficiência alimentar. Cada resposta afirmativa representa 1 ponto, sendo a pontuação final da escala a sua soma, obtendo-se, assim, os níveis de insegurança alimentar: 0 pontos -segurança alimentar; 1 a 5 pontos -insegurança leve; 6 a 10 pontos -insegurança moderada; e 11 a 15 pontosinsegurança grave10. Essa pontuação refere- A renda per capita média foi 161 reais (±85,1), com 95% das famílias recebendo até ½ salário mínimo per capita (salário mínimo de 622 reais). Com relação ao benefício recebido pelo PBF, a média dos valores que as famílias recebiam foi 146 reais (±42,70) e a média do tempo de recebimento foi 35 meses (±32). A tabela 1 apresenta a descrição das características da população em estudo.
Entre as crianças pesquisadas foram encontrados tanto déficit de estatura quanto sobrepeso/obesidade. A tabela 2 apresenta o estado nutricional das crianças segundo os índices E/I e IMC/I.
A partir da pontuação alcançada na EBIA, foram encontradas 11 (10,9%) famílias que estavam com segurança alimentar, 48 (47,5%) com insegurança alimentar leve, 28 (27,7%) com insegurança alimentar moderada e 14 (13,9%) com insegurança alimentar grave. A figura 1 traduz as dimensões da insegurança alimentar e nutricional presentes na EBIA através da frequência de respostas positivas para cada uma das quinze questões, de acordo com a ordem em que aparecem no questionário. Os resultados demonstram que predominam a preocupação com a falta dos alimentos e que são desenvolvidas estratégias para lidar com a falta de alimentos para as crianças, além das limitações da variedade dos alimentos. Destaca-se que quatro crianças (4,9%) passaram algum dia sem se alimentar e 14 (13,7%) tiveram em algum momento a sensação de fome, ambas situações presentes nos níveis mais graves da insegurança alimentar e nutricional.
Das características socioeconômicas, somente a escolaridade materna se mostrou associada ao nível de insegurança alimentar das famílias, com maiores níveis de insegurança alimentar naquelas famílias com escolaridade materna de até quatro anos de estudo. Pode-se notar também que a frequência de insegurança alimentar grave foi maior naquelas famílias 12 , comparando famílias beneficiárias e não beneficiárias cadastradas no PBF de um município na Zona da Mata mineira, encontraram uma média de renda per capita inferior a ¼ do salário mínimo vigente na época do estudo (salário mínimo de 380 reais), e uma média de cinco moradores por domicílio. Faccini e colaboradores 13 estimaram que com um incremento na renda familiar per capta de R$ 175,00 ao mês, a insegurança alimentar e nutricional moderada e grave seria reduzida em 59,5% na região Nordeste e em 45,4% na Sul. O resultado demonstrou a relação da renda com a insegurança alimentar e nutricional e a relevância do Programa Bolsa Família para a diminuição desse agravo 13 . Com relação ao estado nutricional das crianças avaliadas, as frequências encontradas de déficit de estatura e sobrepeso/obesidade demonstram que deve haver uma preocupação por parte dos profissionais de saúde não só com relação à quantidade, mas também com a qualidade da alimentação destas famílias. Os valores encontrados de déficit de estatura foram inferiores aos encontrados pela Pesquisa Nacional de Demografia e Saúde (PNDS) 14 de 2006 (7% para a população brasileira e 8,5% para a região Sul), sendo os de sobrepeso/ obesidade superiores (6,6% para a população brasileira e 8,8% para a região Sul, segundo o índice de peso para estatura). Diferentemente, no município de Viçosa (MG) em 2011, foram obtidos valores superiores aos do presente estudo de déficit de estatura e sobrepeso em crianças de famílias beneficiária do PBF, encontrando uma associação entre insegurança alimentar e baixa estatura em crianças menores de dois anos 15 Embora este estudo não tenha contemplado todo o universo das famílias beneficiária do PBF do distrito sanitário estudado, considera-se o mesmo importante por apresentar aspectos relacionados ao perfil alimentar e nutricional e sociodemográfico de famílias beneficiadas por programas de transferência de renda dentro do contexto da Atenção Básica. Além disso, promoveu o envolvimento dos profissionais da equipe no desenvolvimento da pesquisa, estando inserido dentro do processo de ensino em serviço de uma residência multiprofissional.
Os profissionais de saúde da Atenção Básica enfrentam o desafio de acompanhar as condicionalidades do PBF dentro de diferentes contextos, desenvolvendo processos que podem estar marcados pela operacionalização sem a compreensão da SAN na sua complexidade 19 . Nesse sentido a ação de vigilância com foco em SAN contribuiu para a discussão de outros aspectos além da fome, trazendo informações singulares sobre as famílias atendidas nas unidades de saúde, possibilitando a qualificação e reinterpretação de informações disponíveis anteriormente. Ainda vale destacar que o desenvolvimento da pesquisa nas unidades passou por um processo de qualificação da aquisição dos dados padronizados, com a classificação do estado nutricional dos indivíduos e não apenas coleta, contribuindo para o fortalecimento em longo prazo da vigilância alimentar e nutricional.
Na perspectiva do fortalecimento da vigilância em saúde, pode-se supor um benefício direto às famílias usuárias do serviço como resultado da reorganização dos processos de trabalho. Os dados obtidos possuem um potencial de impacto direto na execução das ações em saúde, através da intensificação do cuidado às famílias com maior IAN e promoção de ações específicas de acordo com o diagnóstico.
Além disso, o monitoramento e vigilância em SAN podem contribuir para a superação do desafio da integração das ações nesta área no âmbito da Atenção Básica. O discurso e ação voltados para a SAN apresentam limitações e fragmentação, como consequência da formação profissional e de processos de educação permanente, ou ainda pela desestruturação dessas ações em outras esferas 20 . Este tema, por suas características fundamentalmente intersetoriais deve estar integrado às demais ações de saúde e vigilância, de forma a suplantar barreiras dos conhecimentos específicos de cada profissão e da mecanização do acompanhamento das condicionalidades de saúde do PBF.
O percentual de perdas e o fato de não ser uma amostra representativa foram considerados como limitantes do estudo. As famílias beneficiárias deste programa dificilmente acessam os serviços de saúde -sendo a garantia deste direito social uma das justificativas para a existência das condicionalidades para a transferência de renda do programa-, além de mudarem frequentemente de endereço e telefone, dificultando a formação de vínculo com a equipe da unidade de saúde.
Apesar destas limitações, a realização do presente estudo se mostrou de extrema importância para o trabalho das equipes das USFs pesquisadas, no sentido da conscientização dos profissionais quanto à importância de um olhar mais ampliado para a situação de vulnerabilidade destas famílias e a necessidade de um acompanhamento contínuo destas, a despeito do atendimento realizado somente quando há a necessidade do preenchimento dos mapas de acompanhamento do PBF. Isso qualifica a atenção dada a estas famílias, de forma a promover o processo de empoderamento quanto aos seus direitos sociais e a conquista de um estado de segurança alimentar e nutricional.
CONCLUSÃO
Os resultados encontrados neste estudo demonstram que estas famílias se encontram em situação vulnerável quanto à sua alimentação e nutrição, favorecendo o surgimento de agravos nutricionais que vão desde a fome até casos de sobrepeso/obesidade, com frequências acima da população em geral.
Estes achados reforçam a importância da consolidação da vigilância alimentar e nutricional para esta população, principalmente em serviços de Atenção Básica. Uma equipe de saúde qualificada deve identificar de forma precoce estes agravos e utilizar-se de estratégias para sua prevenção e para a promoção da saúde destas famílias.
Adicionalmente, estudos que avaliem estratégias de intervenção efetivas para promover o crescimento saudável e a segurança alimentar e nutricional se fazem necessários para apoiar e qualificar estas ações.
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